INTRODUCTION
Kikuchi-Fujimoto disease (KFD), also known as histiocytic necrotizing lymphadenitis, is a rare, benign, self-limiting disease characterized by cervical lymphadenopathy and fever [1] . KFD was first reported in 1972 almost simultaneously by Kikuchi [2] and Fujimoto [3] as a lymphadenitis in which histology reveals a focal proliferation of histiocytic cells and abundant nuclear debris [1] . Although the validity of this clinical entity is controversial and its aetiology is unknown, an infectious or autoimmune process has been suggested, especially linking it to systemic lupus erythematosus (SLE).
CASE REPORT
A 21-year-old woman presented with progressive and persistent high fever, night sweats, painful swelling of the neck, polyarthralgia, and weight loss. She had a history of persistent high fever and painful swelling of the neck 5 years ago and again 3 years ago, after which she recovered spontaneously. On admission, physical examination revealed multiple enlarged cervical, supraclavicular, and axillary lymph nodes that were matted and moderately tender to palpation. Body temperature was 38.0°C. As shown in Table 1 , laboratory data revealed elevated levels of C-reactive protein, alanine aminotransferase, aspartate aminotransferase, lactate dehydrogenase, ferritin, and soluble interleukin 2 receptor, as well as lymphopenia. Serological tests were positive for ANA and Sm Ab and negative for others. Serology for infectious agents did not reveal a current infection and all tumour markers were within normal ranges. Enhanced computed tomography (CT) revealed multiple lymphadenopathies in the cervical, supraclavicular, and axillary areas (Supplementary Figure 1) in addition to an intranodal unenhanced area and a suspicious necrotic lesion in the cervical region (Figure 1c ).
18
F-fluorodeoxyglucose positron emission tomography/computed tomography (FDG-PET/CT) revealed hepatosplenomegaly in addition to multiple lymphadenopathy with FDG uptake in the cervical, supraclavicular, axillary, and pelvic lymph nodes (Figure 1a , 1b, Supplementary  Figure 2) . A biopsy specimen from the right cervical lymph node revealed numerous lymphohistiocytic cells ( Figure 1d ) and karyorrhectic debris ( Figure  1d , 1e) compatible with histiocytic necrotizing lymphadenitis. Based on these findings, she was diagnosed with Kikuchi-Fujimoto disease (KFD) and subsequently treated with 10 mg daily of oral prednisolone (PSL). Her symptoms and laboratory values immediately improved. PSL was tapered down to 5 mg/dL and she was followed up for 8 years without a relapse. 
DISCUSSION
KFD was reported to be frequently associated with infectious and autoimmune diseases, especially SLE [4] . Although the cause of KFD remains unclear, it is generally considered to be an autoimmunemediated disorder or an exaggerated immune reaction to an underlying infectious agent. Recent studies revealed that some patients with KFD met the criteria for diagnosis of SLE during their episode and shared several clinical and laboratory manifestations [5, 6] . About 12-59% of patients with SLE develop lymphadenopathies at some point during the course of their disease, and histological and ultrastructural findings of lymph node biopsy specimens cannot distinguish KFD from lymphadenopathy associated with SLE [6] . In our case, although fever, arthralgia, and leukopenia are nonspecific symptoms reported in other febrile diseases, the patient met the diagnostic criteria of SLE according to ANA and Sm Ab positivity. Therefore, we considered the possibility that KFD may be associated with SLE or may even be a subtype of SLE.
Sopeña B et al. recently reported that patients with KFD associated with SLE can present with fever, arthritis, cutaneous rash, leukopenia, neurologic involvement, severe KFD, haemophagocytic lymphohistiocytosis (HLH) and recurrence at a higher rate than those with KFD alone, and need treatment with high or immediate doses of corticosteroids [6] . In our patient, HLH-like symptoms and laboratory findings were identified and continuous corticosteroid treatment was deemed necessary.
KFD is frequently misdiagnosed as a malignant lymphoma or an inflammatory disease [7] . Previous studies concluded that although FDG-PET/CT was unable to distinguish KFD from malignant lymphoma using maximum standardized uptake values, it may help guide the decision on appropriate biopsy sites [8, 9] . In our case, FDG-PET/CT revealed the location of the largest uptake of FDG and enhanced CT showed a strong enhancement in the right cervical lymph node. We believe that combining FDG-PET/CT and enhanced CT in patients with KFD may be useful in detecting active lesions to determine the appropriate biopsy site for accurate diagnosis of KFD. Furthermore, FDG-PET/CT helps in identifying the extent of lesion spread to the deep lymph nodes throughout the body, which we could not have detected otherwise. It was reported that KFD associated with SLE is more severe than KFD alone. We believe that FDG-PET/CT might be useful in assessing disease severity and accordingly determining corticosteroid treatment.
In conclusion, we report a case of a patient with KFD, which was believed to be associated with SLE. Our case suggests that KFD may be a subtype of SLE. Combining FDG-PET/CT and enhanced CT may be useful in determining the appropriate biopsy site for the accurate diagnosis of KFD.
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